Successful suprapubic aspiration of urine 1073 lated well with the random bladder scans performed on other infants, where only 33% had urine detected in their bladder at the time of initial scanning. The technique of bladder scanning for urine content can be taught to resident medical staff in less than 10 minutes.
SUMMARY The early clinical signs and symptoms of congenital syphilis are diverse but, if undiagnosed, signs of the disease may subside until the late stigmata appear. We report a case that illustrates that the haematological signs and symptoms may be so severe as to mimic a diagnosis of leukaemia or disseminated malignant disease.
Early congenital syphilis is rarely diagnosed in the United Kingdom; an average of 12 cases a year were reported between 1973 and 1982.1 Clinical signs are usually absent at birth and during the first few weeks of life. The earliest findings may be non-specific and subsequent symptoms and signs are diverse; if untreated they may subside until the stigmata of late congenital syphilis appear. The chief pitfall in the diagnosis of early infection is paediatricians' failure to include it among the differential diagnoses of a large number of illnesses in infancy. We report a child with early congenital syphilis who presented with such profound haematological disturbance that leukaemia or disseminated malignant disease were considered to be the most likely diagnoses.
Case report
An 8 week old baby girl presented with a one week history of rash, irritability, and increasing pallor. She had been born at 36 weeks' gestation, weighing 2400 g, after a pregnancy complicated only by uncertain dates. Serological screening at about 22 weeks' gestation showed a negative reaction for The rash desquamated and faded, hepatosplenomegaly regressed completely, and the blood count returned to normal after 10 days. The family was referred to their local genitourinary clinic for follow up and the baby remained well and was developing normally one year after diagnosis.
Discussion
The characteristic clinical changes of early congenital syphilis are widespread and include rash, severe rhinitis, moist lesions at mucocutaneous junctions, painful limbs (often presenting as pseudoparalysis), lymphadenopathy, and hepatosplenomegaly. Jaundice is common, as is hypoproteinaemia which may cause oedema. Of the haematological findings, anaemia commonly occurs; almost 90% of children with early congenital syphilis diagnosed postnatally were described as anaemic in a recent large review.3
The incidence of thrombocytopenia is not clear, although the association of increased platelet turnover (with or without thrombocytopenia) with congenital viral infections, syphilis, and toxoplasmosis is well known.4 The severity of the marrow reaction in this child was striking, with prominent immature monocytoid and mature histiocytic cell populations together with a leucoerythroblastic response in the peripheral blood, mimicking disseminated malignant disease. A similar but less Early syphilis and haematological disturbance 1075 severe presentation was described in one of nine infants with haematological signs and symptoms of congenital syphilis. 5 The negative results of the antenatal serological tests imply that the mother was either incubating the infection at that time, or had acquired it later in pregnancy. A similar sequence of events was seen in five of seven women whose infants were later diagnosed as having early congenital syphilis in a survey from the Mersey region,1 which raises the question of whether serological screening should be repeated during the third trimester.
The case we report emphasises the serious implications of early congenital syphilis, and shows that the haematological abnormalities may sometimes be severe.
Over the past 20 years the incidence of acute glomerulonephritis in developed countries has fallen considerably, and the aetiological role of streptococcal infection seems also to have waned. Meadow in 1975 found that only. one third of 43 children in Leeds with acute nephritis had had a recent streptococcal infection. ' The pattern of illness in children in Hong Kong is similar to that in other developed parts of the world,2 yet it was thought that acute glomerulonephritis was more comnmon than in Western countries. We therefore set up a prospective study to determine whether recent streptococcal infection remains a major cause of acute glomerulonephritis in these children.
Patients and methods
From July 1984 to July 1986 we studied all children with acute glomerulonephritis admitted to two regional hospitals, one in Kowloon and the other in the New Territories. Criteria for diagnosis comprised gross or microscopic haematuria and at least two of the following: diastolic blood pressure of >80 mmHg, plasma urea concentration >6 6 mmol/l, oedema or oliguria.1 Children with primary renal disorders were not included.
Seventy four children with suspected acute nephritis were studied: 43 boys and 31 girls, aged from 8 months to 15 years. Particular attention was taken of any throat, respiratory tract, or skin infections in the previous four weeks. We also asked if the children had seen a doctor before admission, and if they had received any medication. Throat swabs for culture and blood specimens for estimation of antistreptolysin 0 (ASO) titre and assay of C3 complement concentration in serum were taken within five days of admission. Throat swabs were placed in Stuart's transport medium before being sent to the laboratory for culture on blood agar in carbon dioxide. ASO titre was assayed using a modified microtechnique with a microtitre plate; a 
